A comprehensive survey of the psychiatric, physical and psychosocial status of non-institutionalised, coloured residents of Cape Town, aged 65 and over, was undertaken in 1982 (Ben-Arie et a!, 1983; Elk et a!, 1983; Nash & Meiring, 1983; Jacobs et a!, 1984) . They comprise a population group, living mainly in the Cape, who developed from the intermarriages of indigenous people and settlers (Gillis eta!, 1968). This article examines the clinical features of depression in this group of elderly residents, and explores associated factors.
The clinical features of depression in the elderly have been summarised by Stenback (1980): depressed mood, somatic complaints and hypochondriasis are common, as are anxiety, irritability and loss of interest, but there is uncertainty about the prevalence of guilt and self-reproach. It has been argued that depression in old age is typified less by guilt than by somatic complaints, but Post is reported (Stenback, 1980) as having found symptoms of guilt and self-reproach in almost half his patients.
Epidemiological psychiatry has focused on the reliability and validity of psychiatric â€˜¿ case' identifi cation (Wing et a!, 1981), and there is a particular problem in recognising depression in the elderly because it may present with features similar to dementia. To overcome such difficulties, research workers have turned to the use of instruments with proven validity and reliability for use in the elderly, such as the Comprehensive Assessment and Referral Evaluation Interview Schedule (CARE) (Gurland, 1980) and the Geriatric Mental State Examination (Henderson et a!, 1983). The Present State Examination (PSE) (Wing eta!, 1974; Wing & Sturt, 1978) is particularly useful because it is not age specific and enables easier comparison with other age groups (Murphy, 1982 (Murphy, , 1983 .
Regardless of the instruments chosen, it is necessary to present data in a standard manner (Gurland et a!, 1983; Henderson et a!, 1983), while simultaneously respecting the uniqueness of the population under observation (Gutman, 1980).
The survey as a whole

Selectionof subjects
Method
Names were obtained from geriatric registers kept by the City Health Department for the Eastern Zone of Cape Town. These are comprehensive registers of all persons of pensionable age (over 60 for females and 65 for males) compiled by community health nurses employed by the Department; they are continually updated by house-to house visits. The Eastern Zone was chosen for sampling as it covers a representative range of income and social groups, as well as being the largest municipal zone.
A subsample selected at random was checked for representativeness by door-to-door enquiries, and consisted of evaluation of one street in each of ten areas chosen at random. A total of 20 consecutive houses per selected street were visited, and a list was drawn up of all people aged 65 and over. This was then compared with the relevant street registers, and there was a 75% agreement, without a particular pattern of non-correspondence in terms of age, sex, area and income variables. Using a table of random numbers, 150 respondents of 65 years and over were selected from the same subsample (Elk et al, 1983) . The total number of elderly people on the Eastern Zone register was 9617, and the sampling rate was therefore greater than one in 64. Procedure Psychosocial data and subjective assessments of physical health were obtained through home visits by a team of six research workers (clinical psychologists and social workers) specially trained in the use of the instruments chosen for collection of the data. psychiatrically at community health centres by ten psychiatrists and clinical psychologists, specially trained for thispurpose.Therewasonerefusalfor the studyas a whole, and ten subjectsdid not have the psychiatricexamination, one having died shortly after initial assessment and another, being deaf and blind, could not be assessed by the instru ments used. The remainder refused to attend clinics or to allow domiciliary follow-up for a variety of personal reasons.
Assessment methods
The Present State Examination (PSE) (Wing et al, 1974) has been found to be reliable in many in-patient and population studies (Wing et al, 1977 (Wing et al, , 1978 . It consists of 140 ratable items, from which syndromes can be generated by the CATEGO computer program. When the number, type and severity of symptoms cross the threshold of an index of definition (ID) (Wing & Sturt, 1978) , a tentative diagnosis according to the eighth revision of the International Classification of Diseases is generated. In view of the high illiteracy rate in the population studied, which is known to bias results (Anthony et al, 1982) , these were interpreted conservatively, and an additional criterion of impaired social performance was required before a person could be rated as demented (Ben-Arie et al, 1983 ).
Selection of subjects for the current study
The current study examined differences in symptoms between depressed and â€˜¿ well' respondents, i.e. those not given a diagnosis by the psychiatric ratings used. Respon dents with a level of cognitive impairment likely to affect assessment (n = 18) were excluded using the MMSE and Social Performance Scale, as were those with diagnoses other than depression (n = 10). Diagnostic decisions were based on a combination of PSE findings and independent clinical assessment (Ben-Arie et al, 1983) . Diagnoses other than depression or dementia included paranoid states (n = 3), schizophrenia(n = 2), mania (n = 1), and personality disorders (n = 4). No neurotic conditions (other than neurotic depression) were diagnosed, but 5% of the respondents (15% of males and 0.9Â°loof females) were rated as being dependent on alcohol which, however, was not used as a criterion for exclusion. The depressed group, as based on the PSE/CATEGO tentativediagnosis,consisted of 23 respondents (16.5% of the respondents who were assessed psychiatrically).
This group was re-analysed because it is possible to generate a tentative CATEGO diagnosis of depression on the basis of a single anxiety symptom (anxiety, panic attacks or anxiety on examination).
Furthermore, the threshold ID of 5, which is sufficient for a tentative CATEGO diagnosis to be made, may tend to over-diagnose in population studies (Wing et a!, 1981) .
Therefore, the PSE protocolsof the 23 respondentswith a CATEGO tentative diagnosis of depression were examined further by two independent psychiatrists, experienced in the PSE but blind to the ID level. The raters agreed independently that the same four respondents were not clinically depressed; all had an ID of 5 (three scored on anxietysymptomsalone,and one had anxietysymptoms plus mild slowness of speech and observed depression).
Therefore, these cases were excluded from further analysis, and their symptom profiles are shown in the Appendix.
The final samples for comparison thus consisted of 19
clinically depressed respondents (l3.7Â°lo) and 88 with no psychiatric diagnosis (63.3Â°lo).
Results
Description of the group as a whole
The respondentswerein generala â€˜¿ young old' group (modal age category: 65â€"69years) and mainly female (73%). Approximately one-third were married, half widowed and the remainder single or divorced. Over 70% had had less than 7 years of schooling, 21% never having been to school. Personal income was generally equal to the government old age pension, and 79% came from families where the breadwinner(s) had been unskilled labourers. The vast majority of respondents were either retired (66%) or housewives (26%), with only 1% in full-time and 6Â°loin part-time employment. A total of 96Â°lowere living with family and the remainder with friends â€"¿ none were living alone. Nutrition was considered to be generally satisfactory, as judged from a haematological analysis and dietary history, and in the few cases where malnutrition was found, this was associated with alcoholism or major physical illness (Jacobs et al, 1984) .
Findings with regard to depression
All statistical analyses of the data were done by the likelihood ratio chi-square, unless otherwise stated.
Demographic features
There wereno significantassociationsbetweendepression and demographic features such as age, sex, marital status, previous occupation and personal and pooled family income.
Psychiatric symptoms
Of the 19 depressed respondents, six had a â€˜¿ threshold' ID of 5, the remainder scoring 6 or more. For the purpose of comparison between the depressed and non-depressed groups, psychiatric symptoms were dichotomisedon a present/absent basis. 
Previouspsychiatrictreatment
There were no differences between the two groups on reports of previous psychiatric treatment.
Use of medication and physical complaints
A significantly greater percentage of depressed respondents were on â€˜¿ minor tranquillisers'(15.8Â°/i as opposed to 1.1Â°/i P<0.0l) and on vitamins (26.3Â°/i as opposed to 8Â°/i,
P< 0.05). No respondentin either group was on
antidepressants, norwerethere other differences intheuse of medication. Significant differences were found in the area of subjective physical complaints; of the depressed group, 3lOloreported stiffness in the joints to the extent that it affected their daily activities as opposed to 7Â°/i in the psychologically well group (P<0.Ol). This finding was not significantly related to osteoarthritis on physical examination or to antirheumatic drug use. Of the depressed respondents, 58Â°/i (n =11) as opposed to 8Â°/i of the well respondents (n = 7) felt at least moderately incapacitated by a variety of other physical complaints such as chronic cough, varicose veins, dizzinessand hypertension (P<0.001).
Visual difficulties of at least a moderately incapacitating nature were reported by 53Â°/i of the depressed, as against 27Â°/i of the non-diagnosed respondents (P<0.05). This finding was supported by the fact that the significantly more depressed had problems with visual acuity on examination (90 vs 65Â°/i, P<0.05). No significant differences between the groups were found in reports of pain, dyspnoea, urinary and faecal incon tinence, hearing difficulties, or other pathology detected on physical examination. Six respondents were found to have carcinomas;one of these fell into the depressedgroup.
Associated psychosocial features
Socialperformance. The depressed group was signi ficantly more impaired in overall social performance than was the well group (22Â°/i mean disability rating vs 11Â°/i; Mann-Whitney U= 598.5, P<O.05), experiencing difficulty of at least moderate intensity in the areas of householdmanagement(HM), childmanagement(CM)and non-intimaterelationships(NIR) (HM: 67 vs 27Â°/i, P<O.01, n= 103; CM:62 vs 10Â°/i, P<0.OOl, n=54; NIR: 42 vs 16Â°/i, P<0.05, n= 104) . Different totals for items arise because not all sections of the Social Performance Index were applicable to all respondents.
On multi-dimensional analysis, it emerged that over half of the depressed respondents (56Â°/i) had difficulty with household management, together with reported stiffness and other physical complaints. Only 7Â°/i of the control group reported difficulties in these areas. Assessments of household management performance took physical problems into account, since this is assessed by using the person's expected level of physical ability as a baseline.
Discussion
The prevalence of depression in elderly persons living in the community as shown in this study (13.7Â°/i)is similar to that of other investigations (Kay & Bergmann, 1980; Stenback, 1980) . The putative protective effect of stable and supportive social groups in preventing depression does not seem to have lowered its rate in this population (World Health Organisation, 1983) . The combined use of the PSE and independent clinical judgment probably makes the identification of depression as accurate as is possible for a community survey. In this study, the random sample revealed a higher proportion of females (73%) than of males. This is in keeping with, but higher than the proportion of females in this population in the Greater Cape Town areaâ€"610/i in the 1980 census. Our sampling procedure was extremely rigorous and all possible precautions were taken to eliminate sampling errors. The difference may be due to the fact that only one particular region of Cape Town was studied, or it may be a chance finding. However, as we found no significant differences between males and females in the factors studied (and, in any case, sex ratios are probably not relevant to the purpose of the study, which is the phenomenology of depression), it would seem reasonable to regard the high proportion of females as probably not very noteworthy.
The absence of other forms of neurosis in this study bears out the contention that depression is â€oe¿ the neurotic disorder of old ageâ€• (Kay & Bergmann, 1980) . None of the depressed respondents was receiving antidepressant medication, but significantly more were on tranquillisers and vitamins than were the controls. It would appear that their emotional distress had been recognised by clinicians, but not diagnosed as depression. This may be because anxiety and agitation (worry, nervous tension and irritability)
were found in over 70% of depressed cases on the PSE. In addition, tension pain was present in significantly more of the depressed respondents, and this may also have impaired the recognition of depression by clinicians.
However, on direct enquiry, as the PSE requires, depressed mood was present in 94.6% and observed depression in almost 80% of the respondents given a PSE/clinical diagnosis of depression. Thus, if one asks about depression and carefully examines for it, a clear depressive affect may well be found; these PSE items in combination serve as an excellent screen for depression.
With particular reference to the use of the PSE and CATEGO program in community surveys of depression, it is worth noting that in all cases where the program gave a tentative diagnosis of depression which was not confirmed by clinical review, the Index of Definition was low (5). In most of these, a tentative diagnosis of depression had been made by the CATEGO program, taking account of anxiety symptoms alone, and this is seen as a defect in the program. It confirms Wing's contention (1983) that CATEGO tentative diagnoses must be reviewed by taking clinical information into account. Our findings make it clear that this is particularly so in depression with a borderline Index of Definition.
With regard to the presentation of depression, although hopelessness occurred as a symptom in just over half the depressed respondents, suicidal plans (which might be expected to be associated) were present in only one case (5.3Â°/i).The low rate of suicidal intent is particularly interesting in view of the high rate of alcoholism in the males of this cohort (15Â°/i) since these are commonly associated (Gillis, 1969) ; only one of our alcoholic subjects was rated as depressed, and he did not express suicidal intent. Suicidal tendencies are also said to be common in depressives with hypochondriacal symptoms (Post, 1965) , but, although the latter was frequent (in 26Â°/i), it was not associated with suicidal intent. A possible explanation for the lower suicidal intent is that since most of our subjects were not isolated (the majority lived in close families and the rest had considerable social support), a known important risk factor was diminished (Berkman & Syme, 1979 Depressive delusions were not significantly present in the depressed group; this may be because when the condition was severe enough for delusions to develop, the person had probably been admitted to hospital. Depressive delusions are likely to be very rare in a community sample, occurring only in severe clinical depression (depressive delusions occur in about 28Â°/i of depressed inpatients [Eagles, 19831) .
A similar explanation probablyapplies alsoto the low frequency of depressive symptoms, such as dulled perception and loss of affect.
In this group as a whole, depressed as well as non depressed, there was a high rate of pathological symptoms, particularly those of â€˜¿ neurosis'. Tension pains, subjective anergia, tiredness, nervous tension, delayed sleep and irritability were present in between 10 and 21Â°/i of the non-depressed group and were significantly more prevalent in the depressed.
Amongst the latter, the most prevalent symptom (â€˜worry')occurred in about 80Â°/i.This high rate of â€˜¿ neurotic symptoms' has been discussed by Ben-Arie et a! (1983) , but accords with other investigations on the aged, as reviewed by Simon (1980). These symptoms are found commonly in epidemiological surveys, and particularly relevantly in a study of coloured persons as a whole (Gillis et a!, 1968) , but are rarely sufficiently severe to impair functioning or to lead to a rating of psychiatric illness (Bebbington et a!, 1980) .
To some extent, however, the high rate of symptoms may reflect the aggregation of a high level of physical ill-health in this population (Nash & Meiring, 1983) , decreasing opportunities and mobility associated with age, and also possibly a degree of frustration as a result of living under adverse socioeconomic circumstances for many years.
In social performance, the depressed group showed significantly more impairment in coping with household tasks, management of children and relating to acquaintances, although there was no difference in their tidiness, dress and general hygiene.
What impressed the raters was the generally good physical state of all the respondents, including the depressed, and the adequacy of their nutrition (Jacobs et a!, 1984) . This was felt to be due to the care and support given by families and friends. 
